199 


ABSTRACTS: OBSTETRICS AND ABDOMINAL SURGERY. 


ON THE RELATION OF TYPHOID TO 
THE BILIARY PASSAGES. 

BY DR. J. FORSTER. 

(Munich, Mcdizinischc Wochcnschrift, l 7 cb., 
1908.) 

The author discusses the pathogenesis of 
typhoid fever based upon experiments and 
clinical observations. He states that the ty¬ 
phoid bacilli which gain entrance into the 
alimentary tract with food or drink, etc., do 
not multiply there, but that they pass into the 
circulation, and from which are excreted into 
the bile. He maintains that the bacilli are not 
detected in the stools in the early stages of 
the disease, but on the other hand, are found 
in the blood in the incubation period as shown 
by the researches of Conradi. Prof. Forster 
says that this organism is uniformly found in 
the gall-bladder, and for a long time after the 
disease. Animal experiments show that when 
the bacilli are injected into the circulation that 
they are excreted into the bile. Although bile 
is not ordinarily a good culture media for the 
bacillus typhosus, still it is rendered so after 
the admixture of proteid matter, e. g., inflam¬ 
matory products. This he claims would ex¬ 
plain the occurrence of “bacilli carriers/' es¬ 
pecially where the gall-bladder was inflamed. 


He believes that the majority of patients cease 
to be “carriers" after two to six weeks, but 
about 2 per cent, of patients continue to ex¬ 
crete bacilli for five, ten, fifteen or more years. 
The author investigated 386 cases as to their- 
source of infection and found that seventy- 
seven were due to infection by * bacilli car¬ 
riers." 117 to contact infection, and the re¬ 
maining 45 were attributed to water or food, 
etc. The finding of these bacilli carriers is 
quite a difficult matter. Any person who gives 
a history of having had typhoid and who com¬ 
plains of the slightest gall-bladder trouble 
should be regarded as exceedingly suspicious 
of being a “typhoid-carrier. In order to deter¬ 
mine whether such is the case, it is advisable to 
try the Widal test, and if this be positive, then 
to resort to the isolation of the organism in 
the feces to be absolutely certain of your diag¬ 
nosis. He advises that after the discovery of 
the “carrier,” the next step is to prevent others 
from being infected. Absolute cleanliness and 
rigid personal hygiene is excellent, but this 
does not free the patient from the bacilli. In¬ 
testinal antiseptics, cologogues. lactic acid ba¬ 
cilli. etc., have been advocated, but without 
very good results. He believes that the logical 
treatment for the obstinate cases is nothing 
short of a cholecystotomy or cholecystectomy. 

—(W. L.) 
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IS 1'ULUOTOMY A JUSTIFIABLE OP¬ 
ERATION ? 


(An affirmative answer based on a personal 
experience in thirteen cases, by J. Whitridgc 
Williams, *M. D. From Amcr . Jour. Obs . 
and Dis. of Women and Children, Aug., 
1908.) 

Dr. Williams reports thirteen pubiotomies in 
the hope that it may aid in determining that 
the procedure is justifiable. There were no 
maternal and three fcetal deaths. The varie¬ 


ties of deformity encountered were: Six gen¬ 
erally contracted rhachitic, two flat rhachitic, 
two generally contracted and three funnel- 
shaped pelves. The true conjugates varied 
from 7 to S.5 c.m. (2-# to y/2 in.). 

With the exception of two cases the opera¬ 
tion was not undertaken until after the pa¬ 
tient had been in the second stage of labor for 
from two to ten hours, and then only when 
advance of the presenting part failed to oc¬ 
cur in spite of strong expulsive pains. In 
every case the vulva was dilated manually be- 



SOUTHERN MEDICAL JOURNAL. 


fore beginning the operation. Doderlein’s 
technic was used. Delivery was effected im¬ 
mediately after severing the pubic bone, for¬ 
ceps being employed in ten, and breech ex¬ 
traction in three instances. 

Four methods have been described for per¬ 
forming the operation, namely, the open meth¬ 
od of Gigli, the partly subcutaneous of Doder- 
lein, the subcutaneous method of Bumm, and 
the subcutaneous symphyseotomy described by 
Zweifel. The open method, in which the an¬ 
terior surface of the bone is exposed by an 
oblique or vertical incision, appears to present 
but a single advantage over symphyseotomy, in 
that by making the bone section somewhat ec¬ 
centrically, the attachments of the bladder and 
urethra are less exposed to the possibility of 
infection. In a series of seventy-seven open 
pubiotomies collected by Doderlein, the mater¬ 
nal mortality was 10.4 per cent., which is quite 
as high as that following symphyseotomy and 
in marked contrast with the low mortality of 
subcutaneous pubiotomy. Accordingly, this 
method of operating has been abandoned in 
favor of the several subcutaneous varieties. 

In DoderleiiTs method, before passing the 
curved needle beneath the bone and through 
the labium majus, the soft parts are separat¬ 
ed from the posterior surface of the pubic 
bone by a finger introduced through a small 
incision parallel to the upper margin of the 
pubic arch and median to the pubic spine. In 
this way the bladder is protected from all in¬ 
jury during the application of the saw, while 
the small upper incision scarcely takes away 
from its subcutaneous character. Dr. Wil¬ 
liams employed this method in all but the first 
case, and is so well pleased that he will con¬ 
tinue its employment. 

In the subcutaneous method, no skin incision 
is made, but a large sharp-pointed needle is 
introduced through the outer portion of the 
labium majus, and under the guidance of a 
finger in the vagina, is passed along the pos¬ 
terior surface of the pubic bone until its upper 
margin is reached, when by simply depressing 


the handle its point is made to emerge just 
median to the pubic spine. The Gigli saw is 
placed in position by withdrawing the needle, 
after which the bone is severed entirely sub¬ 
cutaneously. While this method is very sim¬ 
ple and reduces the danger of infection to the 
minimum, at the same time it is always asso¬ 
ciated with some danger of injury to the blad¬ 
der. 

Zweifel reported twelve cases in which lie 
performed subcutaneous symphyseotomy by 
cutting through the cartilage with a Gigli 
saw, which had been placed in position by 
means of a Doderlein needle introduced 
through a small vertical incision in the mid- 
line of the abdomen just above the symphy¬ 
sis. He contends this operation is superior 
to pubiotomy in that it facilitates fibrous 
union between the cut ends of the cartilage 
and thereby increases the probability of a per¬ 
manent enlargement of the pelvis. 

Whatever the technic used, most of the 
German authorities advise against immediate 
delivery of the child on account of the sup¬ 
posed increase in the danger of deep vaginal 
and perineal tears. They advocate allowing 
labor to proceed to a spontaneous delivery. 
Williams, on the other hand, delivered all his 
patients immediately. He attributes the rela¬ 
tive infrequency of deep tears to the fact that 
the vaginal outlet was widely dilated manually 
before beginning the operation. In this event 
the patient can be subjected to the test of la¬ 
bor and pubiotomy performed only when na¬ 
ture has shown herself unable to overcome the 
resistance after some hours of strong second- 
stage pains. 

One of the great advantages of subcuta¬ 
neous pubiotomy over the open method of 
symphyseotomy lies in the difference in the 
extent of gaping, which occurs between the 
ends of the bone following its section. In the 
former the primary separation rarely exceeds 
1 or 2 cm., while in the latter the cut ends im¬ 
mediately gape so widely as to expose the sac- 
ro-iliac joints to danger of rupture unless the 
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tendency to separation is counteracted by hav¬ 
ing the legs of the patient properly held by 
assistants. This is due to the fact that in 
pubiotomy the ends of the bone are held to¬ 
gether by the overlying tissues and by at¬ 
tachments of the larger muscles of the thigh. 
Consequently, greater gaping does not occur 
until the head presses into the pelvis, when 
the ends of the bone separate from 3 to 5 or 6 
cin.. corresponding to the disproportion. Ac¬ 
cording to Sellheim, the enlargement of the 
pelvis is identical in both operations, but it is 
necessary to employ three times as much force 
to bring about the same degree of separation 
in pubiotomy as in symphyseotomy. For that 
reason, the extent of gaping is proportionate 
to the resistance to be overcome, and conse¬ 
quently injuries to the sacro-iliac joints, with 
subsequent impaired locomotion, occur far less 
frequently than after symphyseotomy. 

In a considerable proportion of cases, it is 
found on examination of the patient at the 
time of her discharge, that a considerable de¬ 
gree of motility exists at the site of section. 
This may be the case in spite of the develop¬ 
ment of a layer of callus of varying thick¬ 
ness upon the anterior surface of the wound, 
and occasionally even though X-ray photo¬ 
graphs appear to indicate that firm bony union 
has occurred. Such lack of ossification has 
no effect upon locomotion. The abnormalities 
in that regard which sometimes follow sym¬ 
physeotomy, could not be attributed to defec¬ 
tive union, but were probably due to injuries 
sustained by the sacro-iliac joints. As lack of 
bony union does not in ter 1 ere with locomo¬ 
tion. it is not necessary to employ a specially- 
constructed bed or hammock or to place the 
patient between sand-bags or to adopt any 
other expedient tending to hold the ends of the 
bone in apposition. 

Pubiotomy is indicated in contracted pelves 
in which the true conjugate does not fall be¬ 
low 7 cm. (2-34-in.), and after a test of several 
hours in the second stage of labor has shown 
that the disproportion between the head and 
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pelvis cannot be overcome, as well as certain 
cases of outlet contraction. In multipane with 
a history of repeated difficult labors or in 
primipane presenting excessive disproportion, 
it is inferior to Cesarian section performed at 
the end of pregnancy or at the onset of labor. 
In other cases it does not enter into competi¬ 
tion with it, as it is the operation of choice 
in border-line pelves after the patient has been 
subjected to the test of labor, and at that time 
is five or six times less dangerous than Cesar¬ 
ian section. It should replace high forceps, 
prophylactic version, induction of labor and 
craniotomy upon the living child in uninfected 
women. It should not be employed in in¬ 
fected patients or after failure to deliver by 
other means. 

The maternal mortality should be less than 
two per cent, provided the operation is per¬ 
formed by competent operators upon uninfect¬ 
ed women, who have not been exhausted by 
previous attempts at delivery. Out of the thir¬ 
teen pubiotomies performed at Johns Hop¬ 
kins by Dr. Williams, there were no maternal 
and three fcetal deaths, only one of which was 
attributable to the operation.—(G. C. T.) 


LATE RESULTS AFTER OPERATION 
FOR BENIGN DISEASES OF THE 
STOMACH AND DUODENUM. 

(By B. G. A. Moyniham, M. R. C. S., of 
Leeds. England. Abstract of Symposium on 
Ulcer of the Stomach, before the American 
Surgical Association, May, 190S. From the 
Annals of Surgery, June. 1908. ) 

The author reviews 281 operations per¬ 
formed up to 1906. Of the perforating ulcers 
18 recovered out of 27* 8 of those recovering 
required gastro-enterostomy as well as closure 
of the perforation if situated at or near the 
pylorus. All of this group are quite well. 
Eight of the other ten are free from stomach 
symptoms. Of the acute hemorrhages requir¬ 
ing operation 23 out of 27 are alive and iS arc 
quite well. Of the 205 cases of chronic gas- 
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trie and duodenal ulcer only 2 died from 214 
operations. There are 22 cases of hour-glass 
stomach; 3 died: strangulated rectal prolapse, 
uremia, pneumonia; of those heard from, 17 
are well. 

He concludes: 

1. Operations should be performed for 
demonstrable organic lesions of the stomach 
only, or for mechanical conditions hampering 
its action. 

2. Ulcers of the lesser curvature that do 
not cause obstruction to the onward passage 
of food should be excised. 

3. For prepyloric, pyloric or duodenal ul¬ 
cer, gastro-enterostomy should be performed. 
The ulcer itself should be infolded wherever 
possible to prevent subsequent hemorrhage or 
perforation. 

4. The no-loop operation is the most satis¬ 
factory, with the almost vertical application of 
the bowel to the stomach. 

5. If the long loop is used anterior or pos¬ 
terior, regurgitant vomiting is apt to occur, 
but can be relieved by antero-anastomosis.— 
(W. D. H.) 

A STUDY OF GASTRIC AND' DUO¬ 
DENAL ULCERS. 


(By William J. Mayo, M. D., of Rochester, 
Minn., with especial reference to their surgical 
cure). 

The average duration of symptoms before 
operation was undertaken was 12 years, and 
every patient had received medical treatment 
over and over again. The only cases that do 
not yield to a reasonable amount of medical 
treatment should be considered surgically. In 
15 years S27 operations were performed upon 
768 patients, 225 were for benign conditions 
other than ulcer, such as adhesions and bands 
resulting from ulcer, sub-diaphragmatic ab¬ 
scess, etc., from perforating ulcer, bullet and 
stab wounds, benign tumors, hypertrophic py¬ 
loric stenosis, etc. 

In tracing the development of the surgical 


treatment of chronic ulcer, three periods are 
described: (1) Previous to 1900, (2) 1900- 
1905, inclusive, and (3) from 1905 to the pres¬ 
ent. 

In the first period only benign obstructions 
were operated, and while the technique was 
faulty and the mortality 6 per cent., the re¬ 
sults were certain, because the patients had 
real, advanced, mechanical obstruction. Mur¬ 
phy's button was largely used, and the prin¬ 
ciple of making the opening at the lowest point 
was brought out in 1902. 

In the second period efforts were made to 
forestall starvation from under-feeding and 
pain, by earlier operation, but whenever actual 
obstruction is not present, the results are not 
so beautifully ideal. Unless there is obstruc¬ 
tion the food will not go out through a gastro¬ 
enterostomy opening, but continues to pass out 
through the pylorus. Ulcers were excised 
more and more, as 54 per cent, of 1S0 resec¬ 
tions of the stomach for cancer showed can¬ 
cer developed on an old ulcer base. After try¬ 
ing all of the elaborate operations of entero- 
anastomosis the simple posterior no-loop op¬ 
eration with the jejunum sutured to the left 
as it runs behind the stomach normally has 
given 300 operations with less than 1 per cent, 
mortality and but 3 cases have required sec¬ 
ondary operation. Since 1905 doubtful cases 
have been eliminated, the establishment of a 
living pathology enables the surgeon to recog¬ 
nize the ulcer, if present, and if not no opera¬ 
tion is undertaken except for hemorrhage. 

Duodenal ulcer exists in nearly two-thirds 
of the cases, and for which gastro-enteros¬ 
tomy is ideal. For pyloric strictures Finney's 
operation is chosen. If the ulcer is distant 
from the pylorus it is excised. For hour¬ 
glass stomach the whole diseased area is ex¬ 
cised if possible. Calloused ulcer cf the py¬ 
loric end necessitates Rodman’s operation of 
resection. The mortality of even the more 
complicated operations does not exceed 3 per 
cent, and the cures are 95 per cent.—(W. 
D. H.) 
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END-RESULTS FOLLOWING OPERA¬ 
TION FOR BENIGN DISEASES OF 
THE STOMACH AND DUO¬ 
DENUM. 


(By John B. Deaver, M. D., of Philadel¬ 
phia, Pa.) 

The author asserts that stomach surgery is 
in its infancy, but certain pathological condi¬ 
tions must be overcome by the surgeon rather 
than the internist. He believes Kocher to be 
correct in the vast majority of cases when he 
says: “Not only can the numerous dangers of 
ulcerating affections of the stomach, such as 
hemorrhage, perforation, transition into can¬ 
cer, be prevented, but the disease and its re¬ 
sults may be so rapidly and certainly cured 
that the medical treatment of obscure cases 
must be put in the background. The pain in 
the stomach disappears immediately after op¬ 
eration. This is the invariable rule. The pa¬ 
tient does not require to pay any further at¬ 
tention to the nature of his food. The vomit¬ 
ing disappears, the bowels become regular, 
there is progressive improvement in the pro¬ 
cess of digestion.” 

In gastric dilatation, myasthenia and ptosis 
about the most surgery can do is to so alter the 
mechanism that medical measures will become 
effective. He uses the no-loop clamp method. 
The clamps prevent leakage during the opera¬ 
tion. “Vicious circle” is eliminated. The an¬ 
terior long loop gastro-enterostomy he thinks 
should be eliminated. Of 66 patients operated 
for benign stomach conditions 66.6 per cent, 
were cured; 80.3 per cent, greatly improved. 

Among his conclusions are: All cases of 
stenosis of the pylorus whether due to a neo¬ 
plasm, cicatricial contraction, hyperplasia py- 


lorospasm, or what not, would be treated by 
posterior gastro-enterostomy. All cases of ul¬ 
cer of the stomach or duodenum which do not 
respond promptly to medical treatment and the 
various sequelze of the disease, should be treat¬ 
ed by operation.—(W. D. H.) 


INFANTILE HYPERTROPHIC STENO¬ 
SIS OF THE PYLORUS. 

(By Frank E. Bunts, of Cleveland Ohio.) 

The author collected 114 operations for this 
condition. Fifty-three recovered, and 61 died, 
a mortality of 35 per cent. 

The paper concludes as follows: 

1. Congenital stenosis and infantile stenosis 
are of decidedly different clinical signifi¬ 
cance. 

2. Congenital pyloric stenosis would in all 
cases call for very early operative interfer¬ 
ence. 

3. Infantile pyloric stenosis develops after 
birth and is often amenable to medical treat¬ 
ment, but in the absence of improvement an 
early operation offers an excellent prospect of 
recovery. 

4. There docs not seem to be as yet any pos¬ 
itive way to distinguish between the congenital 
and infantile forms. The earlier the symp¬ 
toms, the more probable the congenital form. 

5. In selected cases pyloroplasty offers re¬ 
sults superior to those of gastro-enterostomy, 
and should be the operation of choice. 

6. There has been no recent improvement in 
operative results. 

7. The one great determining cause of 
death in practically all cases is delay, and it 
is obvious that until this obstacle is removed 
by the medical attendant, little or no improve¬ 
ment on the present statistics can be expected. 
—(W. D. H.) 



